Introduction
Herpes virus infection of the skin is characterized by the find- 
Case reports Case 1
A 24-year-old Caucasian woman presented with painful oral sores that persisted after a short tapering course of oral corticosteroids (methylprednisolone dose pack) that was stopped after 5 days. Her past medical history was significant for type 1 diabetes mellitus and genital herpes simplex virus infection.
She subsequently developed tender fluid-filled blisters of her axilla and groin and was empirically treated with oral valacyclovir 1000 mg twice daily without improvement.
Examination of the oral cavity showed ulcers on the hard palate, the buccal mucosa and the mucosa of the gingiva and labia. Pustules, vesicles, and bullae were observed within the right axillae ( Figure 1 ) and the labia majora. A lesional skin biopsy from the right axilla was performed; specimens for bacterial culture, direct fluorescent antibody studies and viral cultures were also obtained.
Microscopic examination showed epidermal necrosis and ulceration surmounted by basophilic debris; rare cocci-shaped bacteria were seen within the inflammatory scale crust. Focal reticular degeneration, intraepidermal neutrophilic pustules forming a suprabasilar cleft, and numerous multinucleated Conclusions: Epithelial and histiocytic multinucleated giant cell can occur in the epidermis. Keratinocyte-derived multinucleated giant cells are most commonly associated with herpes virus infection; yet, they can also be observed in patients with skin tumors or acantholytic dermatoses. Cutaneous herpes simplex virus infection can coexist in association with other conditions such as acantholytic dermatoses, benign skin tumors, bullous disorders, hematologic malignancies, inflammatory dermatoses, and physical therapies. However, when a herpes virus infection is suspected based upon the discovery of epithelial multinucleated giant cells in the epidermis, but either the clinic presentation or lack of response to viral therapy or absence of confirmatory laboratory studies does not support the diagnosis of a viral infection, the possibility of a primary acantholytic dermatosis should be considered and additional lesional skin biopsies performed. Also, because hematoxylin and eosin staining is not the golden standard for confirmation of autoimmune bullous dermatoses, skin biopsies for direct immunofluorescence should be performed when a primary bullous dermatosis is suspected since the histopathology observed on hematoxylin and eosin stained sections can be misleading. 
Discussion
Multinucleated giant cells can be observed in the epidermis ( [7, 8] and lichen nitidus of the palms [9, 10] . Malignant Pleomorphic basal cell carcinoma [5, 6] Histiocytic cell origin Giant cell lichenoid dermatitis [7, 8] Lichen nitidus of the palms [9, 10] vulnerable by a previous or concurrent cutaneous disorder [26] . In addition to acantholytic dermatoses and bullous disorders (Table 2 ) [27] [28] [29] [30] [31] [32] [33] , herpes simplex virus can also occur in association with hematologic malignancies [27, 34, 35] , inflammatory dermatoses [27, 35] , and physical therapies [27, 35, 36] . Rarely, herpes virus infection has been discovered in benign skin tumors, such as seborrheic keratoses [37] .
Our patients had acantholytic dermatoses that were ini- 
Conclusion
Epithelial and histiocytic multinucleated giant cell can occasionally be found in the epidermis. Although keratinocyte- 
